Since the first international conference on drugs in Den Haag in 1911, there have been many conferences and meetings about drug-related problems, but this is the first meeting between the two countries where issues pertinent to the treatment and prevention of drug addiction are debated. The conference follows in the long tradition of Anglo-Dutch co-operation in many areas oflife and occurs in the 300th anniversary year of the ascension of William and Mary to the British throne.
The reasons for the timeliness of a debate on drug problems transcend the ceremonial function of the tricentennial year. Both countries are facing a changing political situation in which closer regional European co-operation is required. There is a growing recognition that the drug market has changed in its organization. No longer are there multiple, laissez faire, single country drug markets. Rather the drug markets within the separate European countries have become organized at a regional level so that it is now possible to talk of a single unified European drug market. With the relaxing of borders in 1992 between the countries of the European Community, there is a growing impetus toward developing co-ordinated and harmonized European responses.
Another consideration is the steady growth of the European AIDS epidemic', which in more and more countries, is resembling the 'New York' rather than the 'San Francisco' pattern, with the highest incidence and prevalence of the virus in the injecting drug-using group rather than homosexuals. In The Netherlands and most parts of the UK however, the San Francisco pattern still predominates. Nevertheless, there is a pressing need to expand treatment and prevention in the drug field in order to reach the high-risk injecting drug-using group-, Collectively, by sharing experiences of success and failure, practitioners and scientists on both sides may discover ways of changing behavioural patterns of the high risk groups.
The way the Dutch have responded to the drug problem follows a general pattern of Dutch problemsolving. In The Netherlands, there is a strong penchant and tradition for organization. Ancient Dutch organization forms, which still exist, were created in order to win the land from the sea. Without a tight and efficient social organization the technical miracle of dykes, dams and windmills (pumps) to channel an often angry sea in the creation of fertile land would have been only a dream.
The underlying philosophy of organization that made this possible was based on an intense and deeply-rooted pragmatism. Although the ideal is to organize most details, there are some elements which cannot be organized because of their sheer physical dimensions and properties. In this case, necessary distinctions need to be made in what can be organized and what cannot. In the case ofland creation, the sea is a good example of an element that cannot be organized. However, the Dutch do not then adopt an attitude of resignation or repression, but rather one of channelling. To the Dutch, any other strategy is tantamount to disaster. If you try to fight the sea, you will always lose with the result that the whole land will be flooded.
The appearance of drugs in Dutch society has been met with much the same philosophy as was the sea. Officially the Dutch are not organizing a war against drugs as in many other countries. Rather, the people are engaged in a national effort to channel drugs through a complex system of social mechanisms into non-destructive paths. The official concept for this broad organizational process is called normalization. This concept is the subject of continual' discussion and revision. New policy initiatives frequently arise (currently forced therapy) which are debated' in the Dutch parliament. The normalization policy has grown out of the natural history of drugs in Dutch society. Like many other countries, the drug problem began in The Netherlands in the mid-1960s. Before that time there was some opiate addiction related to medical use and also a small Chinese community accustomed to smoking opium. This was not seen as a matter for public concern, much less calling for repressive action. In addition to these two groups using opiates, there was a small deviant group consisting mainly of artists who developed a habit of injecting a preparation of opium. At that time this habit could easily be maintained at the relatively low cost of DFL 10 (£2.50) per day. It was estimated that there were approximately 250 non-Chinese opium addicts at this time. In 1968 free-of-charge treatment started in The Netherlands, oriented toward this deviant artist group.
In Britain, the response to the rising rate of heroin addiction during the mid-1960s was essentially conservative and in keeping with established traditions and philosophy. Maintenance prescribing of opiates (and cocaine) to addicts had been the accepted treatment modality for decades and the problems of the 1960s led only to a modification of this humane medical response, to prevent abuse of the system, rather than developing a radical new approach".
In the early 1970s in both Britain and The Netherlands the situation changed with the introduction of a whole range of new drugs of abuse. Youth Advisory Centres were established in Amsterdam, oriented toward crisis intervention for youth with acute primary and secondary drug reactions. The approach focused on the drug and not on the addict and the prevention message coming out of these centres was not especially oriented toward addiction. problems and complications. This contrasted with the British response to heroin which was geared more to the addict and the primary problem of heroin addiction (withdrawal). The introduction of heroin into The Netherlands stimulated an intense discussion about the relationship of heroin to other drugs and produced a fundamental social distinction between 'hard' and 'soft' drugs. This led to existing policy initiatives which became institutionalized in the Ministry of Justice guidelines of 1976. The categories of hard and soft drugs became fundamental to Dutch thinking about responding to the growing drug problem. It seems that in Britain the discussion never reached these levels of socio-political consequences, although a similar categorization of drugs was enshrined in legislative responses.
Unfortunately, in Britain, the dominant feature of the 1970s was that reactions to the drug problem became polarized. There was severe interagency rivalry, marked by a wide dichotomy between the process of 'treatment' and 'rehabilitation'. Despite high expectations for the containment of the drug problem, all services were starved of resources and this period overall was a phase of inertias, Once heroin was categorized as a 'hard' drug and its problems recognized, the first response in The Netherlands was to develop a humanitarian approach. The first priority was to give addicts relief which was defined heavily in terms of social supply rather than treatment. Food, shelter and methadone were provided to addicts in an attempt to relieve the suffering that they were undergoing. Out of this first response grew a second which sought to define the problems that heroin use caused to society. The basic social parameters of the problem were researched in depth and discussed intensely in public forums. The result of this work and deliberation was the definition of heroin addiction as a particular lifestyle that was stigmatized by society; the deviant behavioural consequences of heroin addiction were consequent on and amplified by the stigmatization and the secondary psycho-social effects of heroin were seen to be more determinate than the primary effects. Officially this discussion became institutionalized in the policy of normalization of the heroin problem in a white paper presented by the Interministerial Co-ordination and Working Group. Efforts were made to find ways of reducing the secondary deviance consequences of being addicted to heroin.
The official resolution ofthe determinant secondary effects of heroin addiction opened the way to a third phase of drug policy development in The Netherlands.
In the first two phases, the medical profession played an important supporting role, but in Dutch thinking, the primary issues of heroin addiction could not even be contemplated without first stabilizing the situation and building an effective system of social organization which could channel the secondary destructive effects of heroin. With the normalization policy in place, it has now become possible for the primary problems of addiction to be tackled. In the past there was no significant medical contribution to the resolution of the problem. Successes came from the hard work of social workers, sociologists, psychotherapists and psychologists. Medical intervention only occurred for complications arising in the process of normalization rather than to treat the primary problems. The question now facing the third phase of policy development is how medical science and practice can make a more serious and profound contribution. Preliminary research shows that there are many different subpopulations of heroin addicts and that a sizeable proportion have severe psychiatric disorders. Furthermore, a new generation of heroin users has grown up with a different social history and a different problem complex. The first generation of heroin addicts grew out of a society with very strict boundaries, but the new addicts face a very different social situation and seem to be using heroin for different reasons. In any case, it is now recognized that the primary effects of heroin addiction need to be treated ifthe normalization of heroin addiction is to have any real social credibility.
The rapidly increasing drug problem in the UK during the 1980s roused politicians from their state of apathy. Although heroin remained the central issue, the new approach emphasized substance abuse in general rather than specific drugs and problem drug-taking rather than drug dependence. There has also been a general move towards bridging the continuing rifts between different treatment approaches".
In Britain, calls for the normalization of heroin are regarded with considerable scepticism. This approach is seen as akin to giving in to a hijack, a fatalistic approach that carries high risks. It is interesting that even in those areas where heroin addiction is most prevalent, the parents of heroin addicts are firmly against any policy that normalizes heroin abuse any more than it is at present. However, in some respects, the 60 year period of prescribing opiates for addicts can be seen as a 60 year trial of 'medical' rather than 'social' normalization of addiction.
The entry of The Netherlands into the third phase of their policy development provides the impetus-for Dutch professionals to debate with their British colleagues about the drug problem. The forum of the Royal Society of Medicine provides an ideal place where the will of British and Dutch future cooperation can be tested. The form of a debate suggests that the two countries have different positions to argue from the podium. However, 'agreeing to be different' is perhaps the most opportune and civilized way to explore and intensify the Anglo-Dutch relationship in this tricentennial year and to contribute to the development of a European response to the changing drug addiction situation.
